showed bilateral aneurysms of the sinus of Valsalva. The first aneurysm, which was 2 cm in diameter, arose from the right coronary sinus and protruded into the right ventricular outflow tract. The secund aneurysm arose from the left coronary sinus and protruded into the left atrium. The left ventricle was moderately hypertrophied and there was a small pericardial effusion.
Surgical correction of these aneurysms was prevented by the renal failure and massive protein loss (up to 80 g/day). After therapeutic renal artery embolisation he was maintained on regular haemodialysis, but a pneumococcal pneumonia developed and he died.
At necropsy the left ventricular hypertrophy and the presence of a bicuspid aortic valve were confirmed. The valve cusps showed fibrocalcific thickening and mild stenosis. There were bilateral aneurysms of the sinus of Valsalva (figure b). Both had a fibrous wall, contained organising blood clot, and communicated with the sinus via a defect lying between the cusp insertion and the coronary artery ostium. The right aneurysm of the sinus of Valsalva measured 2-5 x 1-5 x 3 0 cm and lay between the aortic root and the pulmonary infundibulum, with extension into the upper intraventricular septum. There was a rupture, 1 appendage. Rupture through to the subvalvar area was incipient. Perforation into the right sided cavities is more common; however, rupture may also occur into the left side of the heart, the pulmonary artery, the superior vena cava, the pericardium, and the intraventricular septum. 5 6 In practice the diagnosis is usually confirmed at angiography; but several reports have shown that M mode and cross sectional echocardiography are 
